Uterine Prolapse in Pregnancy
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Introduction

Uterine prolapse during pregnancy is rare, affecting 1 in 15,000 pregnancies in
the United States [1]. Women whose pregnancies are complicated by uterine
prolapse may experience cervical ulceration, preterm labor, urinary tract
infections, urinary retention, maternal and fetal sepsis, and potentially death.
Patients with uterine prolapse tend to meet established risk factors such as
multiparity, advanced age, and obesity. We present a novel case of uterine
prolapse in a young, pregnant woman who does not meet many of these
established risk factors.

Patient Presentation

A 29 year old G5P1031 woman at 14 weeks gestation presents with POPQ stage Il uterine
prolapse. She denies pain or bleeding but does describe a feeling of “vaginal pressure” and
admits to urinary retention and constipation. She describes feeling a similar sensation 2 days
prior that was alleviated with bedrest. The symptoms returned after a full day of work. Past
obstetric and gynecologic history is complicated by a miscarriage at 13 weeks that occurred 7
months ago in which the patient was experiencing an episode of urinary retention. A foley
catheter was mistakenly placed in the vagina and irrigation was attempted several times.
Later that day, the patient reported stage | POPQ uterine prolapse with spotting occurring the
following day. Patient was determined to have miscarried and underwent D&C at that time.
There were no other instances of prolapse between the miscarriage and the time of current
presentation.

History, Physical, & Plan

Vitals
BP: 92/56, sitting, L arm, BMI: 21.1, Wt: 115.6 Ibs, Ht: 52"

Allergies

NKDA, no allergies to food or environment

OB/GYN History

Early SAB x3. Term VAVD in 2017, no complications. No history of STD’s or abnormal PAPs.
PMHx/FHx

D&C x2. No past medical history. Family history noncontributory.

Physical Exam

No lesions or inflammation apparent on external genitalia. Cervix was palpable
approximately 1 cm proximal to the vaginal introitus, was nontender and closed. No bleeding
was visualized.

Plan

A ring pessary was placed in office and the patient was sent home on pelvic rest. She was
instructed to avoid exercise, lifting more than 10lbs, stairs when possible, and to lie supine
when not working. Patient will be monitored closely with regular office visits to ensure the
pessary stays in place and that the prolapse is improving.

Clinical Manifestations & Risk Factors

Women with uterine prolapse typically present with symptoms of urinary or defecatory
dysfunction (specifically stress incontinence, increased difficulty voiding, and
constipation) and the feeling of a bulge or pressure in the vagina [2]. Symptoms will
vary depending on the woman’s level of activity and position. Symptom severity does
not correlate with prolapse severity [2]. Uterine prolapse is rarely associated with pain.
For the most part, however, women with uterine prolapse are asymptomatic [2].

Risk factors contributing to uterine prolapse include multiparity (three vaginal births =
ninefold increase in lifetime risk for hospitalization due to prolapse [3]), advanced age
(after 40 y/o, risk of prolapse increases by 10% every decade [4]), obesity (BMI > 30 =
40-50% increased lifetime risk of developing prolapse compared to women of a healthy
weight [5]). The role of other risk factors, such as history of hysterectomy and race, are
controversial and data does not strongly suggest a correlation of uterine prolapse with
these risk factors [6].

Uterine prolapse in pregnancy typically occurs if it had originally manifested before the
pregnancy. If the patient experiences uterine prolapse during pregnancy, it is typically
during the third trimester due to increased uterine volume [7]. Clinically, these women
present identically to nonpregnant women and share the same risk factors. Uterine
prolapse during pregnancy can lead to cervical infections, spontaneous abortion,
preterm labor, and acute urinary retention if left untreated [7].

Classification

The Pelvic Organ Prolapse Quantitation (POPQ) system is the standard classification
system for diagnosing and staging uterine prolapse. Measurements of anatomic points
representing the anterior, posterior, and apical are obtained during pelvic examination to
provide a topographic description of the patient's vaginal anatomy (Figure 2). The
prolapse is then staged based on location relative to these anatomic points:

Stage 0: No prolapse

Stage I: Protrusion of prolapse is >1cm proximal to the vaginal introitus

Stage II: Protrusion of prolapse is between 1cm proximal and 1cm distal to the introitus
Stage lll: Protrusion of prolapse is >1cm but < 2cm distal to the introitus

Stage IV: Protrusion of prolapse is >2cm distal to the introitus

Treatment & Management

Treating uterine prolapse is typically only indicated in women who are symptomatic,
regardless if they are pregnant or not [7]. Conservative therapy using a vaginal pessary is
the first line option in all women with uterine prolapse. In nonpregnant women, surgical
treatment may be indicated in those who have failed less invasive therapies.
Management of uterine prolapse in pregnant women should be individualized based on
clinical findings and the patient’'s symptoms, and treatment should always be

conservative utilizing either vaginal pessaries or pelvic floor exercises [7].
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Figure 1. lllustration of a POPQ stage Il uterine prolapse and pessary placement. A pessary is a
silicone device that physically supports the pelvic organs when placed in the vagina and come in
many different shapes and sizes. Determining the pessary placement and type will depend on the
severity of prolapse, presence of urinary incontinence, bowel symptoms, the woman’s anatomy,

presence of other pelvic organ prolapse, and degree of pelvic floor muscle atrophy [8].

Figure 2.

Sites Aa, Ba, C, D, Bp, Ap, perineal body (pb), genital hiatus (gh) and total vaginal length (tvl) are
used to quantify pelvic organ support in the POPQ system [9].

Take Home Points

- Uterine prolapse in pregnancy is exceedingly rare.

- Pregnant women with uterine prolapse will present
identically to women who are not pregnant

- Uterine prolapse in pregnant women should
always be treated non-surgically
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